Dwarf with Crohn's Disease W A Hewitson FRCS (for G H Macnab FRCS) (Westminster Hospital, London) Male, aged 19. Clerk History: Well until the age of 7 years, when symptoms of abdominal pain, diarrhoea, bowel motions up to thirty per day, with slime and offensive stools, led to his first admission to The Hospital for Sick Children, Great Ormond Street, in 1953. Barium enema and other investigations resulted in a diagnosis of ulcerative colitis, for which chemotherapy and steroids were given.
Progressive relapses led first to a subtotal colectomy and ileosigmoid anastomosis, and later to a total colectomy and ileorectal anastomosis. Heavy courses of steroids for acute exacerbations of the disease process had now resulted in pituitary suppression and retardation of growth.
In 1965 a seven-year history of perineal abscesses and boils culminated in the appearance of multiple perineal fical fistule. Further investigation at Westminster Hospital suggested that the underlying bowel condition was Crohn's disease and not ulcerative colitis.
Recurrent secondary himorrhage from the terminal ileum precipitated an abdominoperineal excision of anus and terminal ileum with creation of an ileostomy, in August 1965, after a course of hyperbaric oxygen had failed permanently to heal the fistulh, although temporary improvement was obtained. Family history: Parents and two sisters alive and well. No familial dwarfism. Progress since operation: All fwcal fistulk have healed, patient is well, gaining weight and is back at work; the ileostomy is functioning normally. Height 4 ft 7 in. Weight 56 lbfor the first time in his life. Bone age 14 years.
Comment
Two particularly interesting features of this case are:
(1) The cause of the dwarfism: The now welldocumented association between steroid therapy and diminished stature has been used to explain this patient's dwarfism, but the exact way it occurs is less easy to explain. Certain features suggest hypopituitarism, and Bennett (1953) has shown histologically that atrophy of the pituitary gland occurs with steroid therapy. However, Charpin et al. (1964-5) have shown experimentally that the probable site of antagonism between cortisone and growth hormone is in the tissues. Further relevant factors (Gross 1962 ) may be an actual depression of the chemical synthesis of bone by certain steroids, and a variation in the sensitivity of the tissues to growth hormone at different ages.
It is not yet known whether the growthsuppressing effect of long-term steroid therapy will prove to be irreversible (Blodgett et al. 1956 ).
(2) The change in the original diagnosis from ulcerative colitis to, Crohn's disease: This was based on histological and clinical evidence; although the lesion initially involved only the colon, in later years the ileum became affected, together with the appearance of skip lesions and faecal fistulae.
Leprosy and Carcinoma of the Bladder J A Girling FRCS (for G Qvist FRCS) (Hampstead General Hospital, London) F P, male, aged 69 History: 1935, developed skin lesions in the chest. He was working as a marine engineer in India. The diagnosis of leprosy was not made until 1940. He may have contracted the disease by way of tattooing on his arms. He was treated with sulphones for about ten years from 1945. 1940-45, anmsthesia of hands and feet led to multiple injuries and severe trophic ulceration. He had bilateral above-knee amputations and multiple amputations of fingers. 1960, hematuria. 1961, a large papillary tumour of the bladder was treated by suprapubic diathermy excision followed by external radiotherapy to a dose of 4,500 r. Histology showed a well-differentiated transitional cell carcinoma. 1965, increasing frequency and pain on micturition. On examination: Obese white man. His upper limbs are anesthetic from the elbow down and there are ulcers on both elbows. The fingers have been amputated at the metacarpophalangeal joints, but the proximal phalanx of both thumbs is preserved. The legs are amputated above the knee.
He tolerates his disabilities well and can care for himself. He is mobile in a wheel chair and drives an invalid carriage. His hobbies include painting in oils. He is an intelligent and remarkably cheerful man.
Investigations: Urine contains many malignant cells. IVP shows good function in both kidneys with no obstruction of the ureters. Cystoscopy shows widespread irregularity and inflammation ofthe bladder mucosa. Operation (19.8.65) : Total cystectomy and bilateral ureterosigmoidostomy. Histology showed extensive, but superficial carcinoma of the bladder. Progress: He made satisfactory recovery. He has good tone of his anal sphincter and is continent by day and night. He has been able to resume his pre-operative activities.
Cervical Dumb-bell Neurilemoma Colin Ware BSC FRCS (for Professor Harold Ellis DM Mch) (Westminster Hospital, London) Mr J R, aged 27 The patient presented with a two-year history of a right-sided neck swelling and pain in the right shoulder. Discomfort in this region had been present following a minor general illness at 8 years of age. On examination there was a small mass in the posterior triangle of the neck arising between the scaleni muscles. Wasting of the right shoulder girdle was present with no abnormal signs elsewhere. Radiological examination showed erosion of the pedicles of C4 and CS, enlargement of the intervertebral foramen and a filling defect on myelography (Fig 1) . At operation (Professor H Ellis), the posterior triangle was explored and the tumour involving the fifth anterior cervical nerve was seen bulging through the scalenus anterior. The nerve fibres were split apart and the tumour cleanly enucleated.
Following operation there was a transient paresis of the right hemidiaphragm, deltoid and biceps muscles. Histology of the specimen was that of a predominantly Antoni type B neurilemoma.
Discussion
Dumb-bell tumours lie partly in the vertebral canal and partly outside. They may cause pressure necrosis of bone but do not infiltrate it. A solitary neurofibroma or neurilemoma is the most common finding. Four anatomical types of dumb-bell tumour have been described. The present case is of the rare foraminal and paravertebral form. In a series of 234 spinal tumours (Eden 1941) there were 32 dumb-bell tumours and only one was of the foraminal and paravertebral form. The patient may present with or without signs of cord compression; in this case it was considered that cord compression was not present as the neurological signs were confined to the right shoulder, antedated the appearance of the lump, and were compatible with an attack of poliomyelitis at the age of 8.
The surgical approach to these tumours is determined by the presence or absence of cord compression. In the presence of cord compression laminectomy relieves the compression and small tumours may be removed at one operation. In this case a direct approach was made to the tumour and enlargement of the intervertebral foramen, which in the cervical region may be hazardous, was not required.
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